Asylum. The upper part of the ear, instead of describing the usual curve, was folded over short in a broad fold, the top of the concha being wider than usual. It was well known, also, that the lobule of the ear was often deficient, and the whole ear smaller than usual.
J. W., MALE, aged 6 years, was brought to the Queen's Hospital for Children on May 16, 1914, for incontinence of urine. On examination the bladder was found to be distended as high as the umbilicus, and there was a constant dribbling of urine from the penis. The chief feature of interest about this boy, however, is the condition of the buttocks. These are flattened at back, buttocks and posterior surfaces of the thigh practically present a level surface. The vertical cleft is entirely absent, and the anus is exposed and appears to look directly backwards. There is a weak gluteal fold. The prominences of the trochanter and tuber ischii are well marked, and there is a cavity between them which is only filled by skin and fascia. Deep to this the deep external rotators of the thigh can be palpated, but the whole of the superficial gluteal muscles are absent. The muscles on the anterior and posterior aspects of the thigh are distinctly hypertrophied. The calf muscles give the impression that they are smaller than normal. This defect is, however, more apparent than real, and is probably produced by the marked hypertrophy of the thigh muscles above. .The condition is absolutely symmetrical, and there is no affection of the trunk or arm muscles. The defect in question also produces no disabilities. The child runs, walks and rises readily from any position in which he is placed. There has been no progressive wasting, and the condition has existed since birth. The boy has never exhibited any control of his urine since babyhood, and from time to time there has been incontinence of feces. The reflexes are present and nornmal, and the mental condition is average for the age.
Smith: Spina Bifida Occulta

DISCUSSION.
Dr. BELLINGHAM SMITH added that the diagnosis and notes of the case which the Section had before it were based on hurried and superficial observations made previous to an X-ray and other examinations. These later investigations left no doubt in his mind that the proper diagnosis of this case should be one of spina bifida occulta. He supposed that three conditions had to be discussed: (1) Was it a case of simple congenital deficiency? (2) Was it a case of myopathy ? (3) Was it a case of spina bifida occulta ? In favour of the first view was the fact that the condition bad existed since birth. Against it was the paralysis of the -bladder and rectum. Under observation it was noted that the bladder was in a permanent state of retention and overflow.
A rectal examination revealed (1) a patulous sphincter ani and (2) a hypertrophied bladder wall. In favour of a diagnosis of myopathy was the apparent hypertrophy of some muscles and wasting of others, but directly opposed to it were the facts that the condition had existed since birth without making any progress, that there were none of the motor disabilities that would be expected in a case of myopathy that had progressed to the stage evident in this child. Lastly, there was the incontinence of urine and feeces, and associated with these changes the X-ray plates showed an entire absence of the last four segments of the sacrum and the coccyx. He thought that these last two facts, taken in conjunction with the other points, suggested that the correct diagnosis was one of spina bifida occulta. He had to admit that there were no sensory changes, no deformities of the lower limbs, and no sacral scarring or hirsuties, but he believed he was correct in saying that spina bifida occulta might occur without these changes being necessarily present. In conclusion, he would like to add that he believed this case was almost identical in all its features with one that Dr. Cockayne bad shown the Section in May, 1913, and he would suggest to Dr. Cockayne that the diagnosis of myopathy that had been made on that occasion was incorrect and should rather be one of spina bifida occulta.
Dr. COCKAYNE said there was a difference of opinion expressed on his own case twelve months ago, and the mother was at that time definite about it having developed after birth, and the diagnosis of myopathy was based upon this; but he had since seen other members of the family, and they were equally sure that the condition was present at birth. When showing the case he said the skiagram showed no abnormality. He did not see the skiagram, but took the report upon it, as it had got broken. But another had since been taken, and it showed a definite defect of bone; the coccyx was absent, and there was a wedge-shaped defect of the last two sacral vertebrae, and the transverse process of the last lumbar vertebra was joined to the sacrum on the left side, though not on the right. The glutei were present but very small, and the muscles below the knee were even smaller in this case than in Dr. Bellingham Smith's, and the hypertrophy of thigh muscles was greater. There was no sensory change in his case, and the reflexes were normal.
There was incontinence of urine and of fa3ces. A reference to the description and photographs published in last year's Proceedings 1 would show how closely the two cases resembled one another. There was no doubt both were cases of spina bifida occulta. ' Proceedings, 1913, vi, p. 184. Congenital Defect, Sihth and Seventh Cranial Nerves.
By ERIC BELLINGHAM SMITH, M.D. B. K., MALE, aged 3 years. Brought to Great Northern Central Hospital for weakness of one side of face. This defect has been noticed since second week of life. Delivery was moderately easy, and no instruments were used. There is complete seventh nerve paralysis on right side, and also paralysis of the external rectus on the same side. The condition suggests congenital defect of the sixth and seventh cranial nerves.
The CHAIRMAN (Mfr. Sydney Stephenson) said he saw a number of cases of congenital ophthalmoplegia, affecting nearly always the sixth nerve, and usually on both sides, but the amount of the defect was often unequal. The cases were often regarded as paralysis of the sixth nerve on one side, but careful examination revealed the fact that the sixth on the other side was also affected. It had been said that the internal muscles of the eye never participated; that it was an ophthalmoplegia externa, not an interna, and he believed that to be generally true. But he had published a case in which the third nerve on one side was paralysed as a congenital defect, but where the ciliary muscles and the nerve of the iris were also affected. He thought the explanation which fitted these cases better was the theory of aplasia of the nerve nuclei. His experience did not enable him to confirm the view often stated, and which was current among ophthalmic surgeons, that these defects were usually due to absence or mal-position or ill-development of the muscles themselves.
